Over one quarter of patients with active ulcerative protocolitis complain of hard stools in association with blood and mucus. These symptoms are frequently accompanied by tenesmus and a sensation of incomplete evacuation. This combination of symptoms has been attributed to stasis in the proximal colon and distal irritability.' The common radiological finding of apparent accumulation of faeces in the right colon in patients with active ulcerative colitis would be consistent with this hypothesis. In a retrospective study, Jalan et 
Methods

PATIENTS
Sixty four consecutive patients with active ulcerative proctocolitis were considered for this study. The diagnosis had been established by sigmoidoscopy and rectal biopsy specimen in all cases. Active disease was defined as (i) altered bowel habit or presence of blood in stool, or both, and (ii) reddened and friable rectal mucosa identified by rigid sigmoidoscopy at the time of enrolment. Twelve patients were excluded for reasons given in the next paragraph. The remaining 52 patients all agreed to participate in the study. The anatomical extent of disease had been determined by endoscopy or barium enema within the previous two years in most patients; these investigations were performed after the study in patients in whom the disease extent was unclear at the time of enrolment. There were eight patients with proctitis alone, in whom the upper limit ofdisease was visible in the rectum at sigmoidoscopy on entry to the study. There were 22 patients with proctosigmoiditis (disease activity confined to the rectum and sigmoid colon); 12 
STATISTICAL ANALYSIS
The numbers of retained markers in each group were not normally distributed. Thus the significance of observed differences between marker counts in each group was assessed by means of the Wilcoxon rank sum test for unpaired data. The relation between numbers of retained markers and bowel habit was examined using Spearman's rank correlation method.
Results
Onf ntietwnt did t -nmndi-i-l thip C,itiAw A11p t/1 JilLAUllLI WIIU U1U IIUL kUIIPl[C:C LII1 bLUUY UUC to the development of nausea after taking the marker capsules, was excluded from the analysis. Two other patients missed one capsule each during the early part of the study. They were not excluded because their marker counts were small, implying that all markers taken during the first week of the study would have been excreted by the time ofthe radiograph. Thus, results from 51 patients were available for analysis.
The median marker counts in each of the four groups are shown in the Table. There was a tendency for more markers to be retained by the patients with disease confined to the rectum compared with those with more extensive disease. Figure 1 illustrates the wide ranges of counts among the patients in each group. This observation would explain why no significant xtensive differences were found between any of the four disease groups.
Prevalence ofproximalfaecal stasis in active ulcerative colitis frequency was variable; and they were usually associated with blood and mucus. Similar symptoms were described by many of the patients without stasis. A scatter diagram was constructed to examine the relation between speed of colonic transit and bowel frequency during the two week study period (Fig 3) . No direct correlation between these two parameters was found (r= -0. 11).
Most patients recorded 20-60 bowel actions and retained markers. Two other clusters of points were observed on this plot: a group of patients with very frequent stools exhibiting rapid transit (8) (9) (10) (11) (12) (13) (14) (15) (16) retained markers); and a group recording less than 40 bowel actions with evidence of relatively slow transit (50 or more markers retained). Thus, most points on the plot approximated to a parabolic distribution. The results in five patients, including three with faecal stasis, fell well outside this distribution; they had recorded more than four bowel actions daily, but had retained more markers than would be predicted from the scatter of results in the other patients.
Proximal faecal stasis was identified in four patients (8%), none of whom had disease extending beyond the descending colon. Their retained markers were uniformly distributed in the uninflamed colon proximal to the diseased rectosigmoid region. Their minimum colonic transit times ranged from 7-11 days. The radiograph from one of these patients is shown in Figure 2 . Three of these patients had recorded 57 bowel actions during the two week study period (mean 4.1 per day). The fourth recorded only 13 (0.9 per day). Three ofthe four patients found to have stasis in association with active disease underwent a repeat marker study after treatment. Their respective retained marker counts were 111, 105, and 89 during active disease; and 45, 53, and 58 in remission.
The stool patterns described by the patients with stasis were not characteristic. Stools The dynamic marker technique used in this study has the advantages of simplicity and avoidance of stool collections, but has the disadvantage of dependence on patient compliance with marker ingestion. We do not believe that compliance difficulties led to misdiagnosis of faecal stasis because the retained markers were uniformly distributed in the faeces that had accumulated within the non-inflamed colon (as in Fig 2) . Furthermore, repeat studies in three of the patients provided evidence of consistently slow transit.
Analysis of the relation between stool frequency and marker retention yielded interesting results. As would be expected, the patients with lowest stool frequency and distal disease tended to retain more markers than those with frequent diarrhoea and extensive disease. However, five patients with frequent stools (more than four bowel actions daily) retained more markers than expected from the distributions of results observed in the rest of the patients. These findings would be consistent with the interpretation that a motility disorder exists in a subgroup of patients with active colitis, leading to an inappropriate degree ofproximal faecal retention despite the passage of frequent stools associated with blood and mucus. Several motility disturbances have been described in active ulcerative colitis, including decreased intraluminal pressure in the descending colon," increased propagating contractions," increased rectal sensitivity and hyper-reactivity to distension,'2 and poor rectal compliance." 14 The importance of recognising and treating proximal faecal stasis remains unknown, but the prescribing of certain drugs could be influenced by awareness that this phenomenon occurs in some patients with active distal ulcerative proctocolitis. Non-specific antidiarrhoeal treatment, anticholinergic drugs, or opiate analgesics could initiate or worsen faecal stasis in patients with distal disease4 in addition to being associated with an increased risk of toxic megacolon in those with extensive disease.15
